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Introduction
The European Working Time Directive (EWTD)1,2 is
posing considerable challenges in the United Kingdom
(UK) where services are often provided by hospitals
serving populations of 200,000–350,000 with two or
three vascular surgeons. In the past vascular emer-
gencies were often treated by general surgeons, and
vascular surgeons offered their time freely when
needed. These are no longer viable options3 and
emergency rotas of just two or three vascular surgeons
are not possible within the EWTD, with acceptable
programmes of elective work.
The present recommendation is for collaborative
rotas between neighbouring hospitals4 with transfer of
emergencies by the duty general surgeons.5 However,
many patients referred as emergencies do not need
immediate specialist treatment or transfer. They can be
cared for until the next working day when they may
disturb the planned schedule of a unit, which is not ‘on
call’ for emergencies. This study investigated the
proportion of referrals which were true ‘emergencies’
(possibly requiring transfer) and those which were
‘urgent’ (could be seen by a vascular specialist the next
working day).
Results
The Royal Devon and Exeter Hospital is a typical
district general hospital serving a population of
350,000. All vascular referrals (from the community
and within the hospital) seen outside normal out-
patient clinics between January 1998 and July 2002,
and recorded in a prospective register, were assessed
by consensus groups of two trainees and then three
consultants, who judged which were ‘emergencies’
(potentially requiring immediate transfer if a local
vascular surgeon was not available) and which were
‘urgent’. Information in the register comprised each
patient’s name, sex, age and hospital number; the
source of referral; the diagnosis; and the immediate
management. The amount of detail about manage-
ment was variable: for patients who had had emer-
gency treatment this was recorded, but for those who
had been considered to require further investigation
(for example an arteriogram or scan) the details of
this and subsequent management were not recorded.
In making decisions the main criteria used by the
consensus group for emergencies potentially needing
immediate transfer were:
. all leaking aortic aneurysms;
. all limbs recorded as ‘acutely ischaemic’ which had
been dealt with as emergencies (but not those
recorded as ‘acute on chronic’ or ‘critical’ ischaemia
which had initially been treated conservatively);
. vascular injuries.
There were 1650 referrals (965 male; median age 73)
of whom 193 (12%) were judged to be ‘emergencies’
and 10 (0.6%) required a vascular surgeon immedi-
ately ‘on site’ (e.g. bleeding on operating table). On
average there were seven referrals per week, including
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0.8 ‘emergencies’. The sources of referral are shown in
Table 1. Most of the general surgeons in the hospital
had experience of vascular work, and the consensus
group estimated that a further 116 (7%) patients might
have required transfer if they had been less experi-
enced (likely in future with shortened hours of
training due to the EWTD). These patients had mostly
ischaemic upper (25) and lower (65) limbs, which were
treated conservatively. Overall, therefore, the popu-
lation of 350,000 produced about one patient per week
who might have required emergency transfer.
Discussion
The National Health Service in the UK is committed to
the imposition of the EWTD, and this challenge is
likely to affect all European countries in due course.
The difficulties in the UK have been exacerbated by the
traditionally smaller numbers of doctors than else-
where in Europe.
Collaborative emergency rotas are a partial solution
to the demands of the EWTD for vascular surgeons.
This study shows that the proportion of patients
needing immediate transfer is small, provided general
surgeons perform good triage. All the other urgent
vascular referrals still need to be dealt with in the
hospitals where they were admitted: their manage-
ment may require cancellation of planned elective
work or use of operating facilities ‘out of hours’ by
vascular surgeons whose work programmes are being
increasingly regimented by the EWTD.
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Table 1. Sources of referral
Source of referral Number (%)
Inpatient referral from other specialty 847 (51)
‘On take’ general surgeon 583 (35)
Direct from general practitioner 71 (4)
Self referral to ward 59 (4)
Added to full outpatient clinic 58 (4)
Other (16) or no data (16) 32 (2)
Total 1650
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